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The United States will become a place where new HIV
infections are rare and when they do occur, every
person, regardless of age, gender, race/ethnicity, sexual
orientation, gender 1identity or socioeconomic
circumstance, will have unfettered access to high
quality, life-extending care, free from stigma and
discrimination.

Vision

of the National HIV/AIDS Strategy, July 2010
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INTRODUCTION AND BACKGROUND

Introduction and Background

The 2012-2015 Comprehensive HIV Plan serves as a statewide guide to responsive, effective, and
efficient HIV service delivery in Iowa. Goals and strategies included in the strategic plan are
designed to meet the specific needs of lowans who are at high-risk for HIV infection, who are
members of populations disproportionately impacted by HIV, and/or who are living with
HIV/AIDS.

In accordance with direction from the lowa Department of Public Health’s primary federal funding
agencies for HIV-related programs, the U.S. Centers for Disease Control and Prevention (CDC) and
the Health Resources and Services Administration (HRSA), this comprehensive plan has been
developed to improve the effectiveness of the state’s HIV prevention and care programs by
strengthening the scientific basis, relevance, and focus of prevention and care strategies. This goal
was accomplished in collaboration with an ad hoc Plan Development Committee.

The plan is structured to answer four questions that parallel those asked during lowa’s
comprehensive planning process:

Section 1- What is the state of HIV prevention and care in Iowa?

Section one presents the current “state of the state” summary. A description of lowa’s landscape
lays the foundation for a better understanding of the state’s HIV epidemic. The current continuum
of prevention and care is presented with updates about recent progress in implementing previous
goals and objectives.

Section 2- Where are we now and where would we rather be?
Section two describes the current state of lowa’s HIV/AIDS epidemic and contrasts this picture
with a preferred future in which the impact of HIV is reduced by improved prevention and care

efforts. Recent assessments, epidemiological data, and evaluations are discussed telling the story
of prevention and care successes, barriers, gaps, and trends in Iowa. These materials provided
background to the planning process and help inform the reader about priorities for future efforts in
Towa.

Section 3- How will we get there?

Section three defines the efforts needed to achieve the future described above. Strategic activities
developed by the Plan Development Committee are indicated and will be used to direct HIV
efforts throughout the state.

The resulting document provides a blueprint for the delivery and prioritization of prevention, care,
and HIV-related health disparities in lowa. The completed Comprehensive Plan will be used by the
Iowa Department of Public Health (IDPH) to prioritize the utilization of federal funds for HIV
prevention and care, including the moneys it awards to community-based organizations and local
health departments. IDPH expects funded activities to help the state move in the direction indicated
in section two of the plan using the activities described in section three.

Towa Comprehensive HIV Plan 2012-2015 8



INTRODUCTION AND BACKGROUND

Since the last Comprehensive HIV Plan was developed in Iowa, an important development occurred.
Early in his administration President Obama asked the Office of National AIDS Policy to develop a
national HIV/AIDS strategy for the country. The resulting National HIV/AIDS Strategy (NHAS)
was unveiled in June 2010. Included in the strategy’s release was an expectation of states to develop
their own implementation plans to contribute to the goals of

the NHAS.

Goals of the National HIV/AIDS Strategy ikt T e

STRATEGY FOR THE
UNITED STATES
1. Reducing New HIV Infections;

2. Increasing Access to Care and Improving Health Outcomes

for People Living with HIV;
3. Reducing HIV-Related Disparities and Health Inequities; and

4. Achieving a More Coordinated National Response to the HIV
Epidemic.

The goals of the NHAS have influenced the way in which prevention and care planning integration
has and will continue to evolve in lowa.

Plan Development Process

Then- IDPH has a long history of implementing planning processes
that incorporate the views and perspectives of providers of HIV
prevention and care services and of people infected and affected by
HIV, for whom the programs are intended. IDPH initiated an HIV
prevention community planning process in 1994. The Iowa HIV
Community Planning Group (CPG) was formed during this time and
was composed of people who brought diverse expertise and life
experiences to the planning process. In 2001, the CPG began to
integrate care planning into the process. In 2005, the group expanded
its statewide care planning component to increase consistency in
delivery of services across the state. Although Iowa has had a
combined prevention and care planning group for many years, it had continued to have two separate
plan development processes; one to meet HRSA’s requirements, including the Statewide
Coordinated Statement of Need (SCSN), and another to develop the statewide HIV prevention plan,
as required by CDC. The results of these processes were then combined into one Comprehensive
HIV Plan for the state.

Towa Comprehensive HIV Plan 2012-2015 9



INTRODUCTION AND BACKGROUND

/ Now- During the development of the current process it was
decided that the two planning processes would be fully
integrated to reflect and build upon the integrated approaches
to HIV prevention and care that are effective in lowa. At the
same time, a planning process was designed to align the plan
) with the National HIV/AIDS Strategy, which already was

— having serious impacts on the way in which prevention and
— care services were to be delivered in the state.

5 Vg

In February, 2012, IDPH initiated a broader engagement process that included, but was not limited
to, members of the CPG. The goal was to formulate a collective vision that would assist IDPH in
contributing to the goals of the NHAS through coordination and collaboration with Iowa
stakeholders. An ad hoc Plan Development Committee was formed comprised of all CPG members
as well as key stakeholders that included Ryan White Parts B, C, and F (Midwest Training and
Education Center-Iowa site), prevention providers, consumers of HIV care and prevention services,
and collaborators from the fields of substance abuse, mental health, housing (HOPWA), corrections,
STD, hepatitis, Medicaid, education, family planning, community health centers, and the Iowa
Primary Care Association. This group was charged with the development of Iowa’s Comprehensive
HIV Plan.

The group process was divided into three components. First, the group spent six weeks reviewing
epidemiological data, state and national trends, program updates, survey results, personal
experiences, and general information about HIV in Iowa. The purpose of this first stage of the
planning process was to ensure all participants had a shared knowledge of Iowa’s HIV epidemic.
Information was shared through webinars, conference calls, and one in-person meeting held in
March. In addition, a website portal was developed providing access to PowerPoint presentations,
research articles, webinars, and other information. This phase of the process continued after the
March meeting with six weekly topics posed for virtual discussion. A blog section of the website was
used to post information and pose questions to the group for discussion.

Home Portfolio Helium Thought Balloons Right Brain for Hire March 8 Meeting Slides Resource Files

We are. mo\king He
National
HIV/AIDS Strategy

Week 3: 2011 Consumer Needs Assessment AUDIO IS AVAILABLE BELOW
03/26/2012 12 Comments

We are into week three of our five week online dialogue. This week we will be focusing on the 2011 Consumer Needs
Assessment. When reviewing the information, keep a couple of things in mind:

1.This is a fairly straight forward analysis, but is NOT yet a final product. I'm asking for this committee's help to make the
data as useful as possible. What kinds of cross tabulations would you like to see? (ie, categorize and report responses to
a certain question by a specific background characteristic such as gender, race, or age). What questions remain?

WELCOME!
Welcome to the lowa HIV Plan

2. This data should help you identify strengths in lowa's service delivery system, gaps in services, and priorities for our On-Line Forum. Please submit

strategic plan. In relation to these purposes, what stands out to you? :;f)ulr comments and Join the
ialogue.
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Topics of the Virtual Dialogues

Meeting Follow-up: Opportunity to ask questions and make
comments after having had time to reflect on the meeting content.

2009 Statewide Coordinated Statement of Need: The group
was asked to review the prior SCSN and then discuss met and unmet
needs.

2009 Ryan White Strategic Plan: Comments were solicited to
evaluate accomplishments, discuss barriers encountered, and identify
remaining areas of focus.

2011 Consumer Needs Assessment: Survey results were
presented during a webinar and then posted on the website for members
to identify strengths and gaps in services, as well as future priorities.

Evaluation of the Prevention Implementation Plan: The
committee was encouraged to review updates to the implementation
plan showing completed goals. Strengths, barriers, and remaining focus
areas were discussed. Survey data from the Consumer Needs
Assessment, Provider Services Survey (for providers of services to men
who have sex with men), and Behavioral Survey of Men Who Have Sex
With Men was also shared and discussed via conference call.

Unmet Need: Finally, the group reviewed the current statement of
unmet need in lowa and also learned about a pilot re-engagement in care
initiative that was in the planning stages.

the previous two months, groups were first asked to create ¥ WV }

mind maps (see figure to right), which were visual
representations of inputs, barriers, and pathways needed to
achieve desired outcomes in each of the focus areas.

During the final phase of planning, the small groups were
asked to develop strategic activities to address the question,
How will we get there?” All of this information was then
synthesized into the strategic plan found in the final
section of this document. This plan was posted and made
available for input from the Plan Development

Committee, and submitted to the lowa HIV Community
Planning Group for final approval.

Mind maps were created to help visualize key focus areas and
begin to formulate goals and objectives to address gaps, overcome
barriers, and maximize strengths.

Towa Comprehensive HIV Plan 2012-2015

Information considered
during this part of the process
can be found in the first two
sections of this plan.

Two months were spent
focusing on Iowa’s epidemic
and answering the question,
“Where are we now?” Next,
a second face-to-face meeting
was held over the course of
two days to prioritize goals
and objectives to answer the
question “where do we want
to be?” The committee was
divided into small groups to
focus on specific priority
areas. The groups included
prevention, case finding, and
linkage; engagement and
retention in care; re-
engagement for individuals
who are out of care; HIV-
related stigma; and
continuous quality
improvement. Using
information presented from
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SECTION 1. STATE OF THE STATE

The upcoming section focuses on the current “state of the state,” beginning with a description of
Towa’s general population characteristics. The state’s HIV epidemic is also described through
surveillance data describing the people who have been diagnosed with HIV and AIDS in the state.
Finally, the continuum of prevention and care is described along with updates about the status of
programming and services.
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STATE OF THE STATE: IOWA’S POPULATION

Iowa’s Population

Towa is an agricultural state,
with a land area of 55,869

' square miles. Iowa
comprises 99 counties
(Figure 1) with an estimated
2010 population of 3,046,355
persons. The state ranks
thirtieth in the nation in
population. Five counties
(Dallas, Dubuque,
Pottawattamie, Story and
Woodbury) have between
50,000 and 120,000 people,
and five counties (Black
Hawk, Linn, Johnson, Polk
and Scott) have more than
120,000 people (Figure 1).
In 2000, Clinton County was
the tenth most populous county, with just over 50,000 persons. Since then, the population is
estimated to have declined to fewer than 50,000. In 2005, Dallas County surpassed Clinton County
to become the tenth most populous county in the state.

Iowa’s population has shifted over R IR
G462 Ewr | o 3";.'2‘ a0 ‘;";_’ga“ Michsll | Howard
the past ten years from rural to s 06 | 35| Vet asanaves
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STATE OF THE STATE: IOWA’S POPULATION

Racial and Ethnic Distribution

About 89% of Iowa’s population is white and non-Hispanic (Figure 2; Table 1). Hispanic residents
have become the largest minority population in Iowa and are now estimated to account for
approximately 5% of the population. At the time of the 2010 census estimate, more than one-half
(54%) of the state’s Hispanic residents lived in Pottawattamie, Johnson, Marshall, Muscatine, Polk,
Scott, and Woodbury counties.

The next largest minority group is black, non-Hispanic residents, accounting for an estimated 2.5%
of the population and reflecting a slight increase from 2.1% in the 2000 census. Black Hawk,
Johnson, Linn, Polk, and Scott counties account for nearly three-fourths of the state’s total black,
non-Hispanic residents. The number of black residents is projected to double by the year 2040.

Figure 2 Population by Race and Ethnicity
Iowa Estimated Population, 2010

Am. Indian/ Alaska
Native, 1,839

Native Hawaiian/

Hispanic,
Other, 342,948 151,544

Black, non-
White, non-Hispanic, Hispanic,
2,703,407 87,707

Multiple Races,
40,024

Iowa’s Asian population increased from 1.3% in 2000 to 1.7% in 2010. More than half (52%) of the
state’s Asian population lived in Johnson, Polk, or Story counties in 2010. Johnson and Story house
the two largest state universities. American Indians constitute the smallest ethnic population in
Towa, making up 0.4% of the total population. In 2011, the largest numbers of this ethnic group
lived in Tama, Polk, and Woodbury counties.

Net migration (i.e., net movement of foreign and/or domestic persons into or out of lowa) was a
negative 6,317 persons from 2000 to 2010. In other words, more people moved out of Iowa than
moved into the state. Migration into Iowa was largely the result of emigration from other countries.
From 2000 to 2010, 38,692 foreign immigrants entered the state. At the same time, 45,009 persons
left the state to immigrate domestically. This means that the increasing diversity in lowa’s
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STATE OF THE STATE: IOWA’S POPULATION

population is mainly the result of persons moving into Iowa from other countries rather than an
influx of minorities from elsewhere in the U.S. (US Census Bureau, 2011).

Table 1
Iowa’s Population by Race, Ethnicity, and Gender
2010
Race and Ethnicity Females Males Total

# (%) # (%) # (%)
White, non-Hispanic 1,373,062 88 1,330,345 89 2,703,407 89
Black, non-Hispanic 41,342 3 46,365 3 87,707 3
Hispanic 71,553 5 79,991 5 151,544 5
Asian 26,792 2 26,401 2 53,193 2
Am. Indian/ Alaska Native 897 - 942 - 1,839 -
Native Hawaiian/ Pacific Islander 4,393 - 4,248 - 8,641 -
Multiple Races 19,997 1 20,027 1 40,024 1
Total 1,538,036 1,508,319 3,046,355

Source: U.S. Census Bureau

Age Distribution

Towa’s population is aging. The median age of the population is 38.1 years, up from 34.1 years in
1990. By 2030, the median age is expected to climb to 39.9 years. With 15% of its population 65
years or older, Iowa ranks 4™ in the nation in the percentage of elderly persons residing in the state.
The percentage of the population over age 65 is expected to increase to 22.4% by 2030 (U.S. Census
Bureau). The percentage of youths (under the age of 18) is expected to decrease from 25.1% in 2000
to 22% by 2030. The 2010 population by gender and selected age groupings are displayed in Table 2.

Table 2

Iowa’s Population by Age and Gender

2010
Age Group (years) Females Males Total

# # # (%)

Less than 2 38,567 40,333 78,900 3
2-12 217,116 227,685 444,801 15
13-24 248,074 262,085 510,159 17
25-44 367,211 379,920 747,131 25
45-64 407,457 405,019 812,476 27
65 and older 259,611 193,277 452,888 15
Total 1,538,036 1,508,319 3,046,355

Source: U.S. Census Bureau

Poverty, Health Insurance, and Employment

According to 2010 model-based estimates from the U.S. Census Bureau, 11.6% of Iowa’s population
was living below the poverty level, compared to the national average of 13.8%. This was an increase
of 2.3% from 2002 estimates for lowa residents. However, 14.2% of Iowa’s youth 17 years or
younger live in poverty, up from 10.9% in 2002.

Towa Comprehensive HIV Plan 2012-2015 15
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Iowa’s Health Insurance Gap

Approximately 12% of Iowa’s residents are without health insurance. Those within
the age group of 25 to 34 years were least likely of all age groups in Iowa to have
health insurance, and males were 1.6 times as likely as females in that age group to be
without insurance. Seventeen percent of those between the ages of 18 and 24 were
without insurance, including 23% of males in this age group (Table 3).

Table 3

Percent Uninsured by Age

2011
Age group (years) % Uninsured

Females Males Total

18-24 10.1 23.4 16.8
25-34 17.7 22.7 20.3
35-44 13.0 18.0 15.5
45-54 8.1 13.6 10.8
55-64 8.3 10.5 9.4
65-74 0.5 2.2 1.3
75 and over 0.5 0.1 0.4
Total adults 8.9 14.5 11.7

Source: Behavioral Risk Factor Surveillance System, lowa Department of Public Health

Towans who report lower household incomes are more likely not to have health insurance. Of
people who reported an annual income of less than $15,000, 28% reported having no health
insurance coverage. Less than 2% of people who reported an annual income of $75,000 or more did
not have healthcare coverage (IDPH Behavioral Risk Factor Surveillance System, 2010).

Towa’s unemployment rate was reported at 6.0% for 2011, up from 4.3% in 2008 and compared to
9.7% nationally in 2011 (2011 Factbook, Legislative Fiscal Bureau, State of lowa). In 2011, Iowa
was ranked 7™ lowest in the nation in unemployment. In Iowa, men experience a higher rate of
unemployment than women (6.1% vs. 5.4%, respectively). The lower unemployment rate for
women is due, in part, to women accepting part-time employment, temporary employment, and
working out of their homes more often than men (Kahn, lowa Workforce Development). Minority
workers also experience a higher unemployment rate. In 2009, the total minority unemployment
rate for lowa was 14.0%, more than twice the rate of 6.0% for the total labor force.
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Corrections
Towa has nine state correctional facilities and a community-based correctional system. The prison
inmate population at the nine correctional facilities increased by 202% from 1988 through 2007, but
has since leveled off. There were 8,707 state
inmates at the beginning of fiscal year 2011,
which was a decrease of 30 inmates from FY
2008. There were just over 3,400 new
admissions and 1,266 readmissions in FY2011.
In addition, 4,800 offenders were released into
the community during FY2011. The Criminal
and Juvenile Justice Planning Division predicts
that if criminal/incarceration practices remain
the same, the prison population will reach 9,000
inmates by FY 2018. The population of
prisoners was 116% of design capacity at the end
of FY2010 (Department of Corrections; lowa
Legislative Factbook, 2011).

The Sentencing Project Report

Uneven Justice: State Rates of Incarceration by
Race and Ethnicity, a 2007 report by the
Sentencing Project, reviewed rates of
incarceration by race and ethnicity in all 50
states. lowa was reported to have the most
disproportionate rates of incarceration (per
100,000 population) between white and black
persons of any state. The rate of incarceration
per 100,000 population is nearly 14 times
higher among blacks in Iowa than among
whites. Only the District of Columbia has
more disproportionate rates. Iowa ranked 10"
among states for disproportionate rates of
incarceration among Hispanic persons.

In 2011, the Iowa Department of Corrections
reported that 56 offenders were HIV positive. In
that year, 16 HIV-positive offenders were
released from the prison.

Substance Abuse

Drug-related prison admissions can be used as an indicator of drug abuse levels in the state. From
1995 to 2004, admissions for drug-related offenses (excluding alcohol-related offenses) increased by
248%, from 316 in 1995 to 1,110 in 2004. From 2004 to 2009, drug-related admissions decreased
steadily, reaching a low of 693 admissions in 2009. Since then, admissions have begun increasing
again. In 2011, there were 880 drug-related admissions. Both the decrease and the subsequent
increases can be attributed to trends in methamphetamine lab incidents. The decrease was directly
related to the passage of a 2005 state law restricting access to pseudoephedrine, a chemical used in
the manufacture of methamphetamine’. Since 2008, however, methamphetamine lab incidents have
increased.

Data from substance abuse treatment facilities in lowa show that the number of persons treated for
methamphetamine addictions peaked in FY 2004 at 14.6%, declined to 7.5% in FY2007, but has
increased each year since. In FY2011, it was 9.6% (Table 4).

Convictions for methamphetamine use and crack cocaine use can greatly affect rates of incarceration
by race and ethnicity. In Iowa, prison admissions related to crack cocaine rose from 85 offenders in
FY2005 to 144 offenders in FY2008 while convictions for methamphetamine use were falling.” This
has had an effect on the proportion of offenders who are black. As admissions for methamphet-
amine-related offenses fell, so did the proportion of new offenders who were white.

! Paul Stageberg. 2008. Iowa Prison Population Forecast FY2008-2018. Iowa Department of Human Rights, Division of Criminal
and Juvenile Justice Planning.
* Tbid.
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Methamphetamine use is more common among white persons, whereas crack cocaine use is more
common among black persons. As a result, the percentage of black inmates in Iowa’s prison system
increased to 25% in FY2008. This has begun reversing with the increase in meth-related offenses
since that time.

In FY2011, 1,093 of the 47,974 persons (2%) receiving treatment at a substance abuse treatment
facility in Iowa reported injecting drugs at least once in the previous month. The majority of the
injectors, 93%, was white, 3% were Hispanic, 3% were black, and 1% was American Indian or
Alaskan Native. Polk County was the residence reported for 24% of the injection drug users
admitted; Scott, Black Hawk and Linn counties each accounted for 7% of the injection drug users
receiving treatment that year.

Table 4
Primary Drug for Clients in Treatment Programs
Iowa, FY 2000 - FY2011

Primary Problem — Type of Drug

Total
FiscalYear Alcohol Marijuana Methamphetamine Crack Heroin Other Clients”
2000 62.3% 20.9% 9.4% 5.4% 5% 1.5% 43,217
2001 60.5% 22.2% 10.7% 4.6% 5% 1.5% 44,147
2002 58.5% 22.7% 12.3% 4.2% 5% 1.8% 42911
2003 57.5% 21.8% 13.4% 4.6% 6% 1.9% 40,925
2004 55.6% 22.7% 14.6% 4.7% 6% 1.8% 42,449
2005 55.8% 22.4% 14.4% 5.0% 6% 1.9% 43,692
2006 55.9% 22.8% 13.6% 5.1% 5% 2.2% 44,863
2007 58.3% 22.5% 10.7% 5.2% 4% 2.9% 47,252
2008 61.9% 22.7% 7.5% 4.5% 4% 2.9% 44,528
2009 61.4% 23.2% 7.8% 3.7% 5% 3.4% 44,849
2010 58.6% 25.0% 8.8% 2.9% 1% 4.0% 44,904
2011 55.2% 25.7% 9.6% 1.9% 9% 6.7% 47,974

“Persons may be counted more than once if a client is later admitted for a different substance.

Mental Health

Statistics on the number of Iowans with disabilities vary, depending on definitions and methods used
to produce them. The U.S. Census Bureau’s American Community Survey found that in Iowa, an
estimated 400,000 individuals have functional limitations. In other research, an estimated 700,000
Iowans experience at least some symptoms of mental disorder each year. Most never access the
public service system, and data on the use of private pay services are lacking. Approximately 50,000
Iowans have intellectual or developmental disabilities. The same number is estimated to have brain
injury. Data on the number of people with other types of disabilities are scant, for a variety of
reasons. Access to services varies greatly, depending on the type of disability.’

* A Life in the Community for Everyone - The Department of Human Services Olmstead Plan for Mental Health and Disability
Services: 2011 —2015.
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Iowa’s Epidemic at a Glance

o An average of 111 persons was diagnosed with HIV during each of the past 10 years, but
the number of diagnoses increased by 3 persons per year during that period.

o In 2011, 120 Iowans were diagnosed.

o Males account for over 80% of HIV diagnosis since 2006. Sex with another male is the
reported mode of exposure to HIV for 60% of males.

o Around half of people who are diagnosed with HIV receive an AIDS diagnosis within a
year of HIV diagnosis (delayed or late testing).

o There were 64 persons known to be living with HIV or AIDS per 100,000 population as of
December 31, 2011, an increase of 10.7 persons per 100,000 since December 31, 2008.

o The general population of lowa is 2.8% black, non-Hispanic; and 5.0% Hispanic;
however, 20% of HIV diagnoses were among black, non-Hispanic; and 13% were among
Hispanics.
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Epidemiology of HIV, AIDS, and STDs in Iowa

HIV diagnoses increased by approximately 3 persons per year for the 10 years from 2002 through
2011. On average, 111 persons were diagnosed annually during this period, with a peak of 126
diagnoses in 2009. In 2011, 120 Iowans were diagnosed. Males have accounted for over 80% of
HIV diagnoses since 2006. Sex with another male is the reported mode of exposure to HIV for
60% of males. By far, the greatest numbers of diagnoses occurred among persons 25 to 44 years of
age. However, diagnoses among persons 13 through 24 years of age have been on the rise since
2007.

Black, non-Hispanic males; black, non-Hispanic females; and Hispanic males are over-represented
among persons with HIV/AIDS when their population sizes are taken into account. Black, non-
Hispanic males have HIV diagnosis rates more than eight times higher than white, non-Hispanic
males. Hispanic males have rates over three times that of white, non-Hispanic males. Black, non-
Hispanic females have the highest diagnosis rate among females, 18 times that of white, non-
Hispanic females.
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Diagnoses of AIDS peaked in 1992, coinciding with
expansion of the CDC’s definition of AIDS to include
CD4+ cell counts less than 200 cells per milliliter or less
than 14% of total lymphocytes. The introduction of
highly active antiretroviral therapy (HAART) sparked a
dramatic decline in AIDS diagnoses from 1995 through
1998. After reaching a low of 60 in 1998, the number of
Towa AIDS diagnoses increased to an annual average of
75 diagnoses from 2002 through 2011.

From 2002 through 2007 the state made steady progress
in getting people diagnosed earlier in the course of the
infection. The percentage of persons diagnosed with
HIV that received an AIDS diagnosis within a year of
HIV diagnosis (i.e., late testers) dropped from 59% in
2002 to 37% in 2007. However, since 2007, the
proportion of late testers has been increasing, reaching
47% for persons diagnosed in 2010.

There were 21 deaths from all causes among Iowans
with HIV/AIDS in 2010, the last year for which death
ascertainment is complete. This was a sharp decline
from 34 in 2007 and substantially less than the average
of 29.3 from 2000 through 2009. Nineteen deaths have
been reported so far for 2011. Death ascertainment for
2011 is incomplete pending linkage to state and national
death registries.

The most significant feature of lowa’s HIV epidemic is
the continual increase in the number of persons living
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The most significant feature of
Iowa’s HIV epidemic is the
continual increase in the
number of persons living with
HIV and AIDS.  Steady
diagnoses of HIV infection,
combined with widespread use
of highly active, antiretroviral
therapies that have delayed the
onset of AIDS and decreased
the number of deaths among
persons  with HIV/AIDS,
have increased the number of
persons living with HIV
disease to unprecedented levels
and have taxed Ilimited
resources  for care and
treatment.

with HIV and AIDS. Steady diagnoses of HIV infection, combined with widespread use of highly
active, antiretroviral therapies that have delayed the onset of AIDS and decreased the number of
deaths among persons with HIV/AIDS, have increased the number of persons living with HIV
disease to unprecedented levels and have taxed limited resources for care and treatment. As of

December 31, 2011, there were 1,939 Iowans reported to be living with HIV or AIDS. Another 509
were estimated to be infected but not diagnosed, bringing the estimated number of infected persons
to 2,448. There were 64 persons known to be living with HIV or AIDS per 100,000 population as of
December 31, 2011, an increase of 10.7 persons per 100,000 since December 31, 2008. While the
ten most populous counties (Black Hawk, Dallas, Dubuque, Johnson, Linn, Polk, Pottawattamie,
Scott, Story, and Woodbury) account for 49% of the total population of Iowa, 74% of persons living
with HIV/AIDS were diagnosed as residents of those counties. Polk, Scott, Johnson,
Pottawattamie, Woodbury and Black Hawk counties all have numbers of persons living with
HIV/AIDS that are above the state average.
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Introduction to Iowa’s HIV Service Delivery System

Private physicians and medical providers are important deliverers of HIV services like testing and
treatment in lowa. A majority of diagnoses is made through this service delivery system, and many
people living with HIV who have insurance or the means to provide for their own care choose to
work with private physicians to manage their HIV disease.

As with most healthcare systems, however, there remain gaps in services among people with low
incomes, people living in rural areas without access to specialized care, and people who do not access
traditional medical care for a number of reasons. Medicare and Medicaid are two governmental
health insurance programs that help address the healthcare gaps for low-income people living with
HIV. Medicare is administered by the federal government, and Medicaid is funded by both the
federal and state governments. In Iowa, Medicaid is managed by the lowa Medicaid Enterprise, a
division of the Iowa Department of Human Services. Both programs have specific eligibility criteria.
These programs are discussed later in this publication. In addition to these two governmental
insurance programs, veterans may receive healthcare through the U.S. Department of Veterans
Affairs. Towa has two Veterans Affairs Medical Centers that treat people with HIV, one in Des
Moines and one in Iowa City.

The Iowa Department of Public Health’s Bureau of HIV, STD, and Hepatitis also has funding to
address gaps in services by providing access to medications and by supporting agencies to provide
testing, case management, and other prevention and supportive services. IDPH collaborates with
local health departments and community-based organizations to deliver the following services
throughout the state:

e Free HIV counseling and testing services;

e Health education and risk reduction (HE/RR) activities;

e Services for newly diagnosed people, including counseling, testing of partners, and
referrals to care;

e Essential health and support services, including medications, to low-income HIV-
infected individuals;

e Collection, analysis, and dissemination of data on the HIV/AIDS and STD
epidemics in Iowa,;

e STD testing and treatment medications at 70 clinics across the state;

e Hepatitis C testing and Hepatitis A and B immunizations for persons at risk for
these diseases.

Another key component of Iowa’s service delivery system that addresses gaps in care is the Ryan
White Part C Early Intervention Services funded through the Health Resources and Services
Administration (HRSA). Three community health centers (in Davenport, Des Moines, and Sioux
City) and one university medical center (in Iowa City) are funded in Iowa to provide primary
healthcare for low-income people living with HIV in outpatient settings. Another university medical
center in Omaha, NE, receives Part C funds and serves Iowans who live near Omaha. Medical
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evaluation and clinical care are covered through the Part C service providers as well as antiretroviral
therapy, and the prevention of opportunistic infections.

The final main category of services in lowa is the Housing Opportunity for People with AIDS
(HOPWA) program. HOPWA funds are provided by the U.S. Department of Housing and Urban
Development (HUD) to the Iowa Finance Authority (IFA). The State of lowa has five HOPWA
project sponsors” funded under the HUD grant. These five project sponsors are located in geographic
locations in the state that provide services to all ninety-nine counties of Iowa.

Coordinated Planning: Iowa’s HIV Community Planning Group

Implementation of the Jowa

SHAPING A COLLABORATIVE RESPONSE Comprehensive HIV Plan
requires broad-based

lowa HIV Commupity Planning Group community paricipation.

Accordingly, the lowa HIV
Community Planning Group
(CPG) is responsible for

maintaining and
implementing the ongoing
planning process.

Towa’s HIV Community Planning Group is a valuable resource for ensuring the HIV planning
process is a broad and inclusive one. Membership of the CPG includes people living with HIV;
people who represent marginalized and underserved populations at high risk for HIV; Ryan White
Part B, C, and F providers; prevention service providers; HOPWA providers; social science experts;
representatives from corrections, substance abuse and mental health; and others with related
expertise. The diversity of CPG representation provides IDPH and other coordinating entities direct
access to community input and expertise.

The Iowa planning process embraces parity and inclusion and participatory community planning as
essential components for building effective statewide HIV prevention and care programs. To facilitate
planning in Iowa, the IDPH selects an employee or a designated representative as one co-chair, and
the CPG selects a community co-chair. The co-chairs share responsibility for guiding the CPG in
accomplishing its mission and goals.

To accomplish the tasks identified by the CPG, smaller working groups, or committees examine
issues and develop recommendations more productively. The CPG currently has nine committees:
1) the Membership, Orientation and Bylaws Committee (MOB);
2) the Epidemiological Profile and Information Committee (EPIC);
3) the Needs Assessment/ Community Resources Committee (NARC);
4) the Care Assessment and Strategic Access Committee (CASA);
5) the Strategies for Prevention Interventions and Community Endeavors Committee (SPICE);
6) the Quality Assurance and Case Management Standards Committee (QUAC);

4

http://www.iowafinanceauthority.gov/documents/resources/ HOPWA County Number Map F62C35710E66E
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7) the Public Relations (PR) Committee, the Racial, Ethnic, and Health Disparities Committee

(REHD); and
8) the Take A Stand Committee (TASC) for men’s health.

Committee members select a chair for each committee.

Once the comprehensive plan is finalized, the process does not end for CPG. In fact, the CPG is
involved in the ongoing monitoring and implementation of the plan. It also helps to advise IDPH
staff and to determine necessary changes in strategy or goals based on emerging issues or trends.

Continuum of Prevention-Care-Prevention (Former Model)

Until recently, IDPH and the CPG has utilized a “prevention-care-prevention” model (Figure 3) for
structuring a continuum of prevention and care. This was developed as lowa began to make a
concerted effort to recognize and make best use of the intersections of prevention and care.

Figure 3 Prevention Care Prevention Continuum
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With the above model, Iowa placed significant focus on testing for high-risk individuals of unknown
HIV status. Then, depending on the test result, the focus was on evidence-based HIV prevention
interventions for people who tested negative, or care services for individuals who tested HIV-positive.
HIV-positive individuals who were at risk for transmitting HIV were also recruited to participate in
prevention interventions tailored to the needs of PLWHA.
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Focus on HIV Prevention

In 2011, the Centers for Disease Control and Prevention announced a new five-year HIV prevention
funding opportunity for health departments in states, territories, and select cities. Providing funding to
health departments has long been a central component of CDC’s HIV prevention strategy, and is the
agency’s single largest investment in HIV prevention. This new funding opportunity represented a
new direction in HIV prevention, and was designed to “achieve a higher level of impact with every
federal HIV prevention dollar.”’

According to the CDC, the “new approach features better geographic targeting of resources and a
stronger focus on supporting the highest-impact prevention strategies. This approach embodies
CDC’s commitment to high impact prevention using scalable, cost-effective interventions with
demonstrated potential to reduce new infections to yield a major impact on the HIV epidemic. High
impact prevention is essential to achieving the HIV prevention goals of the National HIV/AIDS
Strategy, which was announced in 2010.”°

Health departments were invited to submit proposals for Comprehensive HIV Prevention Programs
in the following three categories:

Category A: HIV Prevention Programs for Health Departments (core funding)

Category B: Expanded HIV Testing for Disproportionately Affected Populations (limited
eligibility and optional)

Category C: Demonstration Projects to Implement and Evaluate Innovative, High Impact
HIV Prevention Interventions and Strategies (competitive and optional)

Iowa did not qualify for Category B funding, however, it applied for categories A and C. It received
funding only for Category A. With these funds, Iowa’s HIV Prevention Program will consist of the
following elements:

o Counseling Testing and Referral (CTR) Services
Testing is targeted to populations with a high prevalence of and/or a disproportionate
impact from HIV. The following populations have been prioritized by the CPG as high-
risk or disproportionately impacted populations:
e Men Who Have Sex with Men (MSM),
e Black/African-Americans;
e High-Risk Heterosexuals (HRH);
e Hispanic/Latinos; and
e Injection Drug Users (IDU).

> http://www.cdc.gov/hiv/topics/funding/PS12-1201/
® http:/ /www.cdc.gov/hiv/topics/funding/PS12-1201/
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IDPH currently contracts with 11

agencies to provide coqﬁdential IDPH-supported Test Sites

HIV and HCV counseling,

Ezii%’siiirsgfﬁaéégii)s A AIDS Project of Central Iowa, Des Moines

and B immunizations. The Black Hawk County Health Department, Waterloo
department also holds Cerro Gordo County Health Department, Mason City
memoranda of agreement Council Bluffs Health Department, Council Bluffs
(MOAs) with two additional Hillcrest Family Services, Dubuque

agencies that receive rapid test Johnson County Public Health, Iowa City

kits and have the use of the
client-level data collection
system, EvaluationWeb.

Linn County Public Health, Cedar Rapids
Mental Health Institute, Mt. Pleasant
Polk County Health Department, Des Moines

Efforts to identify newly infected Scott County Health Department, Davenport
persons have been improved by Siouxland Community Health Center, Sioux City
raising standards and Siouxland District Health Department, Sioux City
performance measures for Webster County Public Health, Fort Dodge

contracted agencies to reach
high-risk and disproportionately
impacted populations. In 2010, agencies worked toward ensuring that 80% of all HIV tests
administered to persons from high-risk or disproportionately impacted populations. As a means to
achieve this, contracted agencies have improved accessibility to services by extending service hours
and increasing outreach efforts. In addition to increased standards and expectations, contractors have
been and continue to be provided ongoing training regarding the role of social determinants of health
in predicting who is at risk and in increasing risk or the likelihood of transmission among certain
populations. The provision of test results has been greatly improved by the use of rapid HIV testing
technology that enables the test to both be conducted and results to be delivered within a single visit.
This ensures receipt of test results and also increases portability of testing, thereby improving
accessibility to people from rural areas.

IDPH test sites require that counselors are trained through the Fundamentals of HIV Prevention
Counseling course. It is during this training process that counselors are taught to assess client risk and
provide risk-reduction counseling and referrals to meet additional needs. Trainees also learn to
integrate hepatitis and STD education and risk screening as well as other referrals into the counseling
sessions. Most importantly, counselors are trained to link people who are confirmed HIV-positive to
medical care and support services.

o Partner Services (PS)
Partner Services is a program in which highly trained individuals, known as Disease
Prevention Specialists (DPS), offer assistance to persons newly diagnosed with HIV or
other STDs in notifying their sex and needle-sharing partners of their exposure. DPS
interview newly diagnosed individuals and elicit information about their partners within a specific
timeframe. This information is used to locate and notify partners confidentially of their exposure so
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that they may be linked with medical care for testing and treatment. If the original patient prefers, he
or she may notify partners directly with assistance from the DPS. The Partner Services program is
voluntary, and DPS uphold the strictest standards of confidentiality. DPS also counsel patients on
how to manage their infection and how to reduce the risk of complications or transmitting the
infection to others. DPS also have access to a wide range of other resources to which they can refer
the patient for additional assistance, as needed.

The State of Iowa employs six DPS who serve individuals in six different geographical regions in
ITowa. Additionally, there are four counties in Iowa that employ their own DPS who serve
individuals in their particular counties. These four counties are Polk, Black Hawk, Linn, and Scott.
Although DPS in these four counties are employed by their county health departments rather than the
Towa Department of Public Health (IDPH), they all work closely with IDPH’s Partner Services
program and the six state DPS. Together, the state and county DPS are able to cover all of lowa and
offer Partner Services to individuals infected with HIV or many other STDs, thus improving both the
health of individuals and the public.

o Evidence-based Behavioral Prevention Interventions

Evidence-based interventions (EBIs) are CDC-approved curricula used in health

education and risk reduction (HE/RR) programs. They help high-risk and/or
disproportionately impacted populations reduce the risk of becoming HIV-infected or, if

already infected, of transmitting the virus to others. An RFP was issued in 2009 to deliver HE/RR
activities, including EBIs, to target populations from 2010 to 2014. Nine projects were funded to
provide 22 interventions during 2010 and 2011. These interventions were selected based on their
applications to reach communities of color, men who have sex with men, and other populations
facing HIV-related health disparities. One agency also received direct funding from CDC for
prevention with MSM (see below).

Due to the substantial reduction of CDC HIV prevention funds as part of the IDPH’s new
cooperative agreement with
CDC, the IDPH-funded
HE/RR contracts were ended
after 2011. Only two agencies

.rs (using three EBIs) could be
I LOSIE e O , funded in 2012. These
e AIDS Project of Central Iowa, Des Moines projects address HIV-positive

e Siouxland Community Health Center, Sioux City persons and MSM in central

2012 IDPH-funded HIV Prevention Projects

Towa and HIV-positive
MSM persons in northwest lowa.
o AIDS Project of Central Iowa, Des Moines These are one-year projects’
and IDPH is unlikely to be
able to continue HE/RR activities after 2012 without additional funding or reprioritization/
redirection of prevention efforts.
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o Prevention Projects Using Other Funding

Project HIM (Healthy Iowa Men) is an online prevention initiative based out of the

AIDS Project of Central Iowa in Des Moines. The project works to change norms related

to routine HIV testing among gay, bi, and transgender men. Funding comes directly from

CDC as part of the Funding Opportunity Announcement PS10-1003: HIV Prevention Projects for
Community-based Organizations. The initiative is based on the behavioral intervention, Peers
Reaching Out and Modeling Intervention Strategies (PROMISE). This community-level intervention
is based on several behavior change theories. A community assessment process is conducted, peer
advocates are recruited and trained from the target population, role model stories are written from
interviews with the target population, and these stories are distributed along with other risk reduction
materials to target audiences to help people move toward safer sex or risk reduction practices.

Foundational to this project is
a dynamic, multimedia-
intensive website,
www.healthyiowamen.org. Research Phase
The site features accurate and Multiple Data Collections

. . Interviews to get first-hand knowledge
up-to-date information and Establishing a target behavior...
resources on all components of

gay and bi men’s wellness— HIV TESTING

physical health, emotional

health and relationships, Engaging Changing
sexual health, and spirituality. The Community Social Norms

Project HIM staff work with
top local GBT professionals,
including the most prominent Multimedia
gay physician in Central Iowa, Advertising
one of the only certified sex
therapists in the state, and an
outstanding mental health
therapist who'’s served the

Online
“Street Team”

i}

Role Model Stories
Videos that address
common issues

HealthylowaMen.org
Online Community

Online Character

GBT community for more Outreach ’

than 15 years, to write articles 7 Testing & CLEAR

and answer guys’ ’ O”S‘:gi’ﬁne
questions. Three diverse ’ Real World

. Y Presence j:
illustrated characters represent ) Supplies &

Project HIM online. These Enf?;ug:;ﬂfi‘;‘::'s Outreach Testing On the Ground
characters were created by a Brand “Street Team”
nationally-recognized gay

Towa illustrator. The characters © AIDS Project of Central Iowa

appear on various GBT-

oriented social and dating sites to answer user questions. Each character’s weekly blog is showcased
on the Project HIM site to detail their triumphs and struggles with life and relationships. The blog
invites the GBT community and its allies to unite and share personal stories about any project related
to healthy living—anything from starting an exercise routine to seeking counseling to having a
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medical check-up. Also, YouTube videos feature various individuals from Iowa’s GBT community
showcase influential narratives of making positive changes in their wellness.

Mpowerment Iowa City is a community—level approach to HIV prevention for men who have sex
with men (MSM) in the Iowa City and Cedar Rapids metropolitan areas. It is funded by Johnson
County Public Health. The project focuses on creating opportunities for MSM to socialize in a safe
atmosphere. HIV prevention and safer-sex messages are disseminated
via social events by project staff. Participants in the project are trained
to act as lay health advisors and disseminate HIV prevention and safer-
sex messaging through their personal social networks. The project is an
implementation of the Mpowerment Project, an intervention
scientifically proven to reduce rates of unprotected anal intercourse and
HIV transmission among MSM. In 2011, 899 contacts were made
through informal outreach and 21 MSM attended M-groups to discuss
factors contributing to infrequent or no HIV testing and unsafe sex
among the men (e.g., increasing motivation for frequent HIV testing,
meeting partners online, beliefs that safer sex is not enjoyable, and poor
Gwer m €n b sexual communication skills). Through skills-building exercises, the
IOwa Clbu men practice safer sex negotiation and correct condom use skills. They
are also trained to conduct informal outreach.

Iowa’s PREP (Personal Responsibility Education Program) provides sexuality education to
adolescents that is medically accurate, culturally and age-appropriate, and evidence-based. The
program is administered by the Bureau of Family Health at IDPH, and funded by the U.S.
Department of Health and Human Services’ Administration for Children and Families. It has the
goal of assisting youth to reduce their risk of unintended pregnancy, HIV/AIDS, and other sexually
transmitted infections. lowa PREP also addresses risk and protective factors to assist teen in making
responsible, informed decisions to lead safe and healthy lives.

Iowa PREP has five grantees delivering services in seven lowa counties. The grantees are delivering
the Teen Outreach Program (TOP), Wise Guys, and StHLE (Sisters Informing, Healing, Living,
Empowering) to youth in their area through school and community-based groups. Additional
adulthood preparation subjects that are covered in conjunction with the curriculum include healthy
relationships, adolescent development, and healthy life skills.

The TOP® program empowers teens to lead successful lives and build strong communities. The
evidence-based curriculum, Changing Scenes© includes information on values, relationships,
communication, influence, goal-setting, decision-making, and sexuality and human
development. The one unique addition to TOP® is community service learning. Youth
participate in 20 hours over the 9-month implementation period. PREP grantees implementing
TOP include the Cerro Gordo County Department of Public Health and Planned Parenthood of
the Heartland (Woodbury and Des Moines Counties).

The Wise Guys® curriculum model is designed to prevent adolescent pregnancy by reaching
out to adolescent males through a 10-week program. The evidence-based curriculum includes,
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but is not limited to, lessons on values, communication, dating violence, sexuality, decision-
making, and abstinence and contraception. PREP
grantees implementing Wise Guys® include Bethany
for Children and Families (Scott County), Planned
Parenthood of the Heartland (Pottawattamie County),
and Women'’s Health Services of Eastern Iowa, Inc.
(Clinton County).

The SiHLE intervention is a small group, skills training
intervention to reduce risky sex behavior among
African-American adolescent females. Through Sisters Informin i Healin i
interactive discussions in groups of 10 to 12 girls, the T :
intervention emphasizes ethnic and gender pride, and I'I ving EITI POWETING
enhances awareness of HIV risk reduction strategies such as abstaining from sex, using condoms
consistently, and having fewer sex partners. The PREP grantee implementing StHLE is Allen
Women’s Health (Black Hawk County).

Focus on HIV Care

The major barrier to healthcare access for most people is cost. Nearly one in five Americans reports
needing healthcare but being unable to afford it. This is principally because of a lack of health
insurance or other payer of healthcare services, such as Medicaid or Medicare. Currently, fewer than
one in five (17%) people living with HIV has private insurance and nearly 30% do not have any
coverage.” To provide better access to health insurance and healthcare, Congress passed the Patient
Protection and Affordable Care Act (PPACA) in 2010. The goals of the PPACA are to reduce costs
associated with healthcare, to improve quality of healthcare, and to improve access to healthcare
through affordable health insurance coverage. It works with public healthcare programs, such as
Medicaid and Medicare, and with private health insurance networks to change healthcare delivery in
the United States. This landmark legislation and its impacts on the delivery of HIV care are discussed
below.

o The Patient Protection and Affordable Care Act of 2010

Passed in March 2010, the Patient Protection and Affordable Care Act (generally referred

to as the Affordable Care Act or ACA) expands access to insurance coverage for low-

income PLWHA through a number of important provisions. It removes the ability of

insurance providers to deny coverage because of pre-existing health conditions like HIV. It also
establishes standards for basic health-benefit packages, including important preventive health
screenings and assessments, and it seeks to improve the quality of healthcare for people living with
HIV. Provisions of the ACA will be phased in over time, with the most significant changes occurring
after 2013.

" http://aids.gov/federal-resources/policies/health-care-reform/
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As of September 23, 2010, insurers were no longer able to deny coverage to children living with HIV
or AIDS, they were prohibited from cancelling coverage to their customers unless the customer had
submitted a fraudulent application, and they had to remove lifetime caps on insurance benefits. States
were also awarded funds to create pre-existing condition insurance plans (PCIPs) for uninsured
people with pre-existing chronic conditions. The PCIPs were temporary measures until permanent
expansions of Medicaid and health insurance coverage began in 2014. If a state opted not to operate
the PCIP, a federal plan was available to the citizens of that state. Iowa received $35 million to
operate its PCIP. States were given the option to disallow third-party payers for the premiums,
meaning that each enrollee had to pay his or her own premiums. Iowa was one of a handful of state-
run PCIPs that did not allow for third-party payers. This meant that the IDPH AIDS Drug Assistance
Program, which offers assistance with insurance premium payments for those who qualify for ADAP,
could not pay the PCIP premiums for its ADAP enrollees. This eliminated access to the PCIP for
hundreds of people living with HIV on the state’s ADAP. Members of the legislature and HIV
advocates in the state attempted to have this exclusion removed. As of this time, these efforts have
not been successful.

In 2014, there were to be significant expansions in access to healthcare. By 2014, states must have
established health insurance exchanges where people can compare and purchase affordable health
insurance policies that include the basic health-benefit package. Similar to the PCIPs, if the state opts
not to establish an exchange, the federal government will create the exchange. People with incomes
less than 400% FPL will be eligible for tax subsidies that will help them buy coverage through the
exchange. At the same time, the Affordable Care Act broadens Medicaid eligibility to include
individuals with incomes below 133% of the Federal Poverty Level ($14,400 for an individual and
$29,300 for a family of 4), including single adults who have not traditionally been eligible for
Medicaid benefits before. As a result, an adult living with HIV who meets this income threshold no
longer has to wait for an AIDS diagnosis in order to become eligible for Medicaid.® Only citizens and
legal immigrants are eligible for the expansion programs.

By 2020, the Affordable Care Act will also result in the phasing out of the “donut hole,” which has
been a major barrier within the Medicare Part D prescription drug benefit.” The donut hole refers to
the gap in coverage for medications once a Medicare Part D recipient surpasses the drug coverage
limit. The recipient is then responsible for all medication costs until he or she reaches the catastrophic
coverage threshold. At that time, the program once again pays for all medications. Beginning in
2011, the ACA allowed ADAP expenditures to be counted as patient out-of-pocket costs. This
allowed ADAP enrollees with Medicare Part D to move more quickly through the coverage gap and
reach the catastrophic coverage threshold.

The implementation of the ACA centers on a controversial requirement for all citizens to purchase
health insurance or to be enrolled in a governmental program like Medicaid or Medicare. In June
2012, the Supreme Court ruled on a number of challenges to the ACA, including the mandate for
individual insurance coverage. The requirement for health insurance was upheld by the Court, but it
was ruled that the federal government could not require states to expand Medicaid coverage.

8 http://aids.gov/federal-resources/policies/health-care-reform/

Beneficiaries who reached the donut hole in 2010 will receive a one-time rebate of $250. In 2011, these beneficiaries will receive a 50% discount on brand-name drugs while
they are in the “donut hole,” a considerable savings for people taking costly HIV/AIDS drugs. In addition, ADAP benefits will be considered as contributions toward
Medicare Part D’s true Out of Pocket Spending Limit (“donut hole”), a huge relief for low-income individuals living with HIV and AIDS.
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Medicaid is funded jointly by the federal and state governments. The expansion is to be funded fully
by the federal government for the first three years, then the federal share would decrease to 95%, and
finally to 90% beginning in 2020.

Much remains unknown about the implementation of the Affordable Care Act, particularly in states
where the Governor and/or legislature oppose the law. Iowa’s Governor, Terry Branstad, recently
issued a statement indicating that he would decline federal funds related to the expansion of
Medicaid. Governor Branstad has expressed concern about the Federal government’s ability to
continue to fund the expansion and worries that the burden to pay for the program will be shifted to
states. At this time, it is unclear what options will be made available to persons who would have been
eligible for the Medicaid expansion if the state does not accept the Medicaid expansion funds.

o Medicaid
Medicaid, the nation’s principal safety-net health insurance program for low-income
Americans, has played a critical role for people with HIV from the early days of the
AIDS epidemic in the 1980s and has remained so ever since. Medicaid is estimated to be
the single largest source of coverage for people with HIV in the U.S., and to account for more than
half of all spending on HIV care by the federal government (including the state share of Medicaid
spending).

: e WA DEPARTMENT O

To qualify for Medicaid, individuals must be low- MEDIEAL ASSISTANCE EI.!-EIB-ILII‘l' L.n.m:
income and part of a group that is “categorically ppeoren- Vil B
eligible.” At this time, low-income, childless adults R Y

L g RESTRICTED COVER
are not eligible for Medicaid unless they are |FPERSON ID PROVOER TIPE A i

disabled (see disability definition in Table 5). | emrtHDaTE:
Although there are several paths to Medicaid BT
eligibility, people with HIV may have trouble s MALRLPOR. .
meeting eligibility requirements because having _ SRR R
HIV does not automatically qualify as a disability, '
even if the infected person meets income guidelines.

MeToar Serwkad Caol Cavia i - B 336 BAEE

However, in Iowa, low-income, childless adults may qualify for a Medicaid expansion program
entitled lowaCare. This Section 1115 Waiver program provides catastrophic medical coverage (see
Table 5). Additionally, the Medicaid Home and Community Based Services Acquired
Immunodeficiency Syndrome/Human Immunodeficiency Virus Waiver (HCBS AIDS/HIV)
provides service funding and individualized supports to maintain eligible members in their own
homes or communities who would otherwise require care in a medical institution.

In Iowa, Medicaid is a critical source of coverage for many low-income Iowans living with HIV.
According to the Kaiser Family Foundation, there were 566 Iowa Medicaid enrollees with HIV in
FY2009 (approximately 32% of lowans living with HIV/AIDS in 2009). The total state Medicaid
spending on enrollees with HIV that year was $7,047,654.00 or $12,452 per capita.'® This is among
the lowest per capita cost for any state.

10 Kaiser Family Foundation, Medicaid and HIV: Iowa: Medicaid Enrollment and Spending on HIV, FY2009.
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Table 5 Pathways to Medicaid Eligibility For People with HIV/AIDS in Iowa

Category Criteria

AND low-income

Supplemental Security Disabled (having a physical or mental impairment that prevents one
Income (SSI) Beneficiaries from working for a year or more or that is expected to result in death)

Parents, children, pregnant | Pregnant women or parent with dependent children under the age of 18
women that meet income and resource eligibility

Medically Needy Allows those who meet categorical eligibility, such as disability, to
spend down on medical expenses to meet state’s income criteria

Disabled workers (Medicaid | Disabled; Low-income
for Employed People with
Disabilities-(MEPD))

IowaCare Program Must receive medical care at the medical home designated within the
(Medicaid expansion) patient's county of residence and meet income
eligiblity. http://www.ime.state.ia.us/IowaCare/
State Supplementary Disabled, receive SSI or meet exceptions, and receive SSP
Payment (SSP)

o Medicare

According to the Kaiser Family Foundation, “Medicare, the federal health insurance
program for people age 65 and older and younger adults with permanent disabilities, is
an important source of health coverage for an estimated 100,000 people with HIV.”

The program covers approximately one fifth of people with HIV estimated to be receiving care in the
United States'', but PLWHA account for only a relatively small fraction (<.01%) of the overall 49

million persons in Medicare.

At this time, Medicare provides broad coverage of basic
healthcare service but has high cost-sharing
requirements, no cap on out-of-pocket spending, and
doesn’t cover long-term care. In January 2006,
Medicare began offering a prescription drug benefit for
the first time, called Medicare Part D. Although this
new benefit saved the lowa ADAP money, the amount
1s not significant. Over 85% of Iowa HIV/AIDS
Medicare beneficiaries are also eligible for Medicaid.

F= =y
MEDICARE x-z\é HEALTH INSURANCE
1-800-MEDICARE (1-800-633-4227)

NAME OF BENEFICIARY
JANE DOE
MERGABE GLABLIUINBER  SEX
+(000-00-0000-A FEMALE
IS ENTITLED TO EFFECT IVE DATE
HOSPITAL PART A 07-01-1986
MEDICAL PART B 07-01-1986
SIGN
HERE ™ &/‘gxﬁ mﬁ;ﬁ
\ @ b,

! Kaiser Family Foundation. HIV/AIDS Policy Fact Sheet: Medicare and HIV; February 2009.
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The Affordable Care Act will have a great influence on Medicare and how people living with HIV
access healthcare services. According to the Kaiser Family Foundation'?, the Act includes a number
of provisions that affect Medicare,

Table 6 Pathways to Medicare Eligibility for People with

HIV/AIDS including enhancgd benefits (prevention
benefits and phasing out the Part D
Eligibility Category | Eligibility Criteria coverage gap called the donut hole),
Individuals age 65 and | Sufficient number of work credits to spending redu_Ctions affecting plans and
older qualify for Social Security payments providers, delivery system reforms,
Individuals under age | Sufficient number of work credits to premium increases for higher-income
65 with permanent qualify for SSDI payments due to beneficiaries, and a payroll tax on
disability disability; and

earnings for higher-income individuals.

Have been receiving SSDI payments .2 .
£ pay At this time, although care providers are

for at least 24 months

Individuals with end- | Sufficient number of work credits to aware that change i§ on the horizon,
stage renal disease, qualify for Social Security payments details of these modifications are not yet
any age known.

Forecasting growth in the number of Medicare beneficiaries with HIV/AIDS is difficult. On one
hand, the number may grow as more people with HIV/AIDS live longer; on the other, the success of
combination antiretroviral therapy may keep people with HIV from meeting the SSDI eligibility
criteria to receive Medicare coverage.

o Ryan White HIV/AIDS Treatment Extension Act of 2009
The Ryan White Program is administered by the U.S. Department of Health and Human
Services (HHS) through the Health Resources and Services Administration (HRSA), and
is the largest federal program focused exclusively on HIV/AIDS care. The program is for
individuals living with HIV/AIDS who have no health insurance (public or private), have insufficient
healthcare coverage, or lack financial resources to get the care they need for their HIV disease. As
such, the Ryan White Program fills gaps in care not covered by other funding sources.

The legislation is called the Ryan White HIV/AIDS Treatment Extension Act of 2009 (Public Law 111-87,
October 30, 2009). The legislation was first enacted in 1990 as the Ryan White CARE
(Comprehensive AIDS Resources Emergency) Act. It has been amended and reauthorized four times:
in 1996, 2000, 2006, and 2009. The Ryan White legislation has been adjusted with each
reauthorization to accommodate new and emerging needs, such as an increased emphasis on funding
of core medical services and changes in funding formulas.

Iowa has a Part B program

The Ryan White Program is divided into multiple “parts” that fund (which includes ADAP

different categories of services. The majority of Ryan White funds in
Towa support primary medical care (Part C) and essential support
services (Part B). A smaller but equally critical portion funds technical
assistance, clinical training, and research on innovative models of care
(Part F).

and support services),
four Part C programs,
and a Part F program.

12 http://www kff.org/medicare/upload/8354.pdf
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o Ryan White Part B Client Services
The Iowa Department of Public Health is the state’s grantee for the Part B program. The
grant consists of a base award, the AIDS Drug Assistance Program (ADAP) award, and
an ADAP supplemental award.

Part B provides funding to cover core medical services including:
e Outpatient and ambulatory health services;
e ADAP;
e Oral health care;
e Early intervention services;
e Health insurance premium and cost-sharing assistance;
¢ Medical nutrition therapy;
e Mental health;
e Outpatient substance abuse care;
e Medical case management; and
e Treatment adherence services.
Support services funded through Part B include:
e Qutreach services;
e Non-medical case management;
e Psycho-social support;
e Medical transportation;
e Linguistic services; and
e Referrals for healthcare and support services.

Congress designates, or "earmarks,"
a portion of the Part B appropriation
specifically for the ADAP. This
People with HIV are living longer, healthier lives, and are distinction is important because

remaining contributing members of their communities; other Part B spending decisions are

The number of hospital visits is redupeq, the onset Qf disabilities is made by each state or territory. Five

delayed, and the burden on the Medicaid program is decreased; and t of the total nati 1 K

Patients’ viral loads are lowered, which reduces the risk of HIV percent o . ¢ total national earmarx,
however, is reserved for

transmission.
supplemental grants to states and
territories that have demonstrated severe need. Iowa ADAP has historically operated a ‘bare bones’
program and has received supplemental funding since 2006.

How Does ADAP Benefit Iowa?

With the availability of effective treatments:

The Iowa ADAP provides life-saving drugs for low income, HIV-positive lowans without health
insurance. It also pays for health insurance premiums, co-pays, and deductibles for eligible clients.
As of December 2012, nearly 800 Iowans (approximately 25% of the people diagnosed and living
with HIV/AIDS in the state) were enrolled in Iowa’s ADAP. To be eligible for the program,
individuals have to make less than 200% of the Federal Poverty Level. However, a $500 per month
work allowance for employed persons is permitted.

Pressure on ADAP resources increases substantially every year. Over the past 10 years, lowa ADAP
has had to close the program to new enrollees and implement a waiting list on two occasions. The
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first closure occurred in 2004 and the second in 2009. Program closures were fourteen and sixteen
months long, respectively, and corresponded with a rise in ADAP program closures nationwide. In
both cases, the program was able to reopen due to emergency funding from state (2004) or federal
(2009) sources.

The most significant reasons for the insufficient funding of ADAP’s across the country and in Iowa:

e Increasing costs of highly active antiretroviral therapy (HAART), the standard of care for a
majority of people living with HIV disease. In addition, people living with HIV/AIDS face
costs of treating opportunistic infections, managing side effects, and addressing other
treatment issues.

e Decreasing AIDS mortality with a steady number of new infections. An estimated 50,000
new infections occur annually in the United States. Therefore, the total number of people
living with HIV disease continues to climb.

e A growing epidemic among minorities, who have historically experienced higher risk for
poverty, lack of health insurance, comorbidity, and disenfranchisement from the healthcare
system. The result is a growing number of PLWHA who require public support.

e A continued economic crisis that includes high rates of unemployment, which causes more
PLWHA to rely on public health safety-net programs, including ADAP, as a vital source for
medications. "

o Funding that has not kept pace with the demand. In particular, state funding for the ADAP
in Iowa has decreased since the original allocation of $555,000 in state FY2006.

The Iowa Department of Public Health’s Ryan White Part B Program contracts with 12 agencies to
provide supportive services throughout the state. Contractors provide essential health and supportive
services to financially eligible clients living with HIV. All Ryan White programs are “payers of last
resort,” meaning that all other resources, including Medicaid and Medicare, need to be exhausted
before an applicant is eligible. Ryan White supportive services include case management, both
medical and non-medical, and financial assistance for mental health services, substance abuse
services, doctor and dental bills, linguistic services and transportation expenses. In 2011, more than
1,100 persons living with HIV received services through the Ryan White Part B Client Services
Program. The IDPH publicizes services to healthcare and social service providers throughout Iowa.

Eligible Iowans living with HIV may go to any of the following Part B contractors for assistance:

Siouxland Community Health Center, Sioux City
Nebraska AIDS Project, Omaha, Nebraska
AIDS Project of Central Iowa, Des Moines
Webster County Health Department, Ft. Dodge
Mid-Iowa Community Action Agency, Ames
North Iowa AIDS Project, Mason City

Cedar AIDS Support System, Waterloo

Linn County Aging and Disability Center, Cedar Rapids
University of lowa HIV Program, Iowa City
ICARE, Iowa City

Visiting Nurses Association, Dubuque

The Project Quad Cities, Davenport

! National ADAP Monitoring Project Annual Report, Module 1. January 2012
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Ryan White Part C Qutpatient Primary Medical Care and Early Intervention Services
Part C of the Ryan White HIV/AIDS Treatment Extension Act of 2009 provides grants
directly to service providers such as ambulatory medical clinics to support outpatient HIV
early intervention services and ambulatory care. The Part C Early Intervention Services
component of the Ryan White HIV/AIDS Program funds comprehensive primary healthcare in an
outpatient setting for people living with HIV disease.

In FY 2011, Iowa’s Part C clinics received approximately $1.6 million in Ryan White Part C funding
and were able to provide the following services to over 1,200 patients:

e Risk-reduction counseling, antibody testing, medical evaluation, and clinical care;

e Antiretroviral therapies; protection against opportunistic infections; and ongoing medical, oral
health, medical nutritional therapy, psychosocial, ophthalmology, and other care services for
HIV-infected clients;

o Case management to ensure access to services and continuity of care for HIV-infected clients;

e Some support services such as linguistic services; and

e Addressing other health problems that occur frequently with HIV infection, including
tuberculosis and substance abuse.

The following programs provide comprehensive primary healthcare
for Iowans living with HIV disease:

HIV Program/Virology Clinic, University of lowa, lowa City

Primary Health Care Inc., Des Moines

Siouxland Community Health Center, Sioux City

Community Health Care Virology Center, Davenport

HIV Clinic, University of Nebraska Medical Center, Omaha (Nebraska)

o Ryan White Part F AIDS Education and Training Centers and Community
Part F provides funding for two different services in lowa. First, the AIDS Education
and Training Centers (AETC) Program of the Ryan White HIV/AIDS Program supports
a network of 11 regional centers (and more than 130 local associated sites) that conduct
targeted, multidisciplinary education and training programs for health- o
care providers treating people living with HIV/AIDS. The AETCs serve  § e
all 50 States, the District of Columbia, the Virgin Islands, Puerto Rico, \ /:.,.»-"‘f\_,_
and the 6 U.S. Pacific Jurisdictions. The AETC Program increases the 4
number of healthcare providers who are effectively educated and w
motivated to counsel, diagnose, treat, and medically manage people with ¢ .
HIV disease, and to help prevent high-risk behaviors that lead to HIV 1[
transmission. Iowa is part of a regional consortium of AETC’s called the g
Midwest AIDS Training and Education Center (MATEC) that serves the W

@
1
||
regional area shown at the right. Towa has a state office at the University et

of Iowa Hospitals and Clinics in Iowa City, Iowa. |——»_.-’
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o Housing Opportunities for People with AIDS (HOPWA)
HOPWA is a federal program funded by the United States Department of Housing and
Urban Development (HUD). HOPWA provides housing assistance and related
supportive services to address specific needs of low-income people living with
HIV/AIDS. Services include tenant-based rental assistance, short-term rental, mortgage, and utility

assistance, housing case management, housing placement services, and other supportive services for
those living with HIV/AIDS.

In 2001, on behalf of the State of Iowa, the lowa Finance Authority received competitive HOPWA
funding. In 2004, the State of Iowa qualified instead for formula-based HOPWA funding, which is
statutorily determined by HUD based on cumulative AIDS cases and area incidence. Since then, the
annual formula funding has been lower than the previous competitive award. In recent years,
HOPWA funding in Iowa has been approximately $400,000 annually, with modest increases each
year as determined by the federal budget. The Iowa Finance Authority partners with five AIDS
service organizations and housing agencies to offer services across the state.

HOPWA service providers in Iowa:
Siouxland Community Health Center, Sioux City
AIDS Project of Central Iowa, Des Moines

Cedar AIDS Support System, Waterloo
Towa Center for AIDS Resources and Education (ICARE), Iowa City
The Project of the Quad Cities, Davenport.

According to data reported by project sponsors, 135 households received housing subsidy assistance
through HOPWA in 2011. Project sponsors are not required to maintain waiting lists and so it is
difficult to accurately assess Iowa’s housing need among PLWHA. Among the sponsors that kept a
waiting list, however, 38 households were reported as having unmet needs.
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Evaluation of Recent Goals and Initiatives

Iowa Counseling Testing and Referral (CTR) Sites

In 2011, the Iowa Department of Public Health (IDPH) funded 11 agencies to implement Counseling,
Testing, and Referral (CTR) Services. IDPH supported HIV testing at two additional agencies via
Memoranda of Agreement (i.e., no funding was provided). In addition, six state Disease Prevention
Specialists conducted HIV testing as part of their delivery of partner services. All in all, 5,837 tests
were administered, producing 29 new HIV-positive diagnoses (0.50% positivity rate).

A greater uniformity of service delivery among all IDPH-contracted CTR sites has been attained
through the implementation of program standards, contractor reporting and feedback, counselor
training, and data quality assurance. Performance measures were developed that require 80% of all
tests to be administered to high-risk and disproportionately impacted populations, as defined by the
CPG and described in the lowa’s Comprehensive HIV Plan. This has ensured the best use of resources
and also facilitated the identification of more persons living with HIV who were previously unaware
of their infections.

NEW

No Judgments.

EVENING No Lectures.
TESTING Free Rapid HIV
I‘IO URS Testin qlr:td

Sex Supplies!

To reach the prioritized populations, providers expanded hours (billboard above advertised testing
outside of a gay bar), provided testing through outreach at community venues, and implemented
other culturally relevant strategies to reach people who wouldn’t otherwise access HIV testing. The
expansion of rapid testing to all IDPH-supported CTR sites also facilitated this goal. Below is an
example of a Twitter message from one of Iowa’s HIV testing sites showing the use of social media to
reach high-risk persons.

Testing team SCHC @testingteamschc

s March 3rd we're testing for #HIV at Jones Street! See you there!
Expand
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In recent years, an increased emphasis was placed on testing MSM at CTR test sites. In 2009, 1,044
tests were administered to MSM.'* This equates to 13% of all HIV tests delivered by the CTR test
sites. In 2010, MSM accounted for 18% percent of the test recipients, although the total number tested
decreased slightly to 1,018. Most recently, in 2011 a total of 1,126 tests were provided to MSM, with
the percentage remaining level at 18. Although MSM are a priority population for all CTR services,
there has been only a slight increase in the number of MSM who access STD testing at the same time
as HIV testing (29% in 2009; 32% in 2010; and 33% in 2011). Contractors have also reported a
decrease in the number of MSM getting tested for hepatitis C (